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Volunteer Fire Fighter Dies After Being Run Over by Brush Truck

During Grass Fire Attack - Texas

SUMMARY

OnAugust 8, 2002, a 28-year-old male volunteer
firefighter (thevictim) wasfatally injured when he
wasrun over by theleft front tire of abrush truck.
Thevictimwasattacking agrassfirewith acharged
hoseline from awork platform on the front of a
moving brushtruck. Thebrushtruck wasmakinga
U-turn ontheroadway through heavy smokewhen
avehicleskidded intoit. Thevictim was e ected
fromtheleft sdeof thework platform and run over
by thebrushtruck. Thevictimwaspronounced dead
at the scene.

NIOSH investigatorsconcluded that, to minimizethe
risk of smilar occurrences, fire departments should

« ensurethat fire fighters attack a brush fire
from a safe place on the apparatus or walk
alongside the moving apparatus

« ensure that adequate traffic control isin
place before turning attention to the
emergency

« enforce Standard Operating Procedures
that require operators of fire apparatus to
wear seat belts (restraints) whenever
operating the vehicle

INTRODUCTION

OnAugust 8, 2002, a28-year-old male volunteer
firefighter (thevictim) wasfataly injured when he
was g ected from awork platform on thefront of a
moving brush truck and wasrun over by the brush
truck. On August 14, 2002, the U.S. Fire
Adminigration (USFA) notified theNationd Inditute
for Occupational Safety and Hedlth (NIOSH) of this
fatality. On September 30, 2002, the Chief of the
Trauma Investigations Section and a Safety and
Occupationd Hedth Specidist fromtheNIOSH Fire
Fighter Fatality Investigation and Prevention
Program, Division of Safety Research, investigated
theincident. TheNIOSH team met with the Chief
of the department, visited the site of the crash and
took photographs and measurements, and
interviewed firefighterswho weredirectly involved
withtheincident. Thebrush truck wasviewed and
photographed, and measurementsweretaken. The
NIOSH team also reviewed the department’s

The FireFighter Fatality Investigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contribute
to fire fighter deaths suffered in the line of duty.
Identification of causal and contributing factors enable
researchers and safety specialists to develop strategies for
preventing future similar incidents. The program does not
seek to determine fault or place blame on fire departments
or individua fire fighters. To request additional copies of
this report (specify the case number shown in the shield
above), other fatality investigation reports, or further
information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or cal toll free 1-800-35-N1OSH




Y,

£,

(A

NIOSH

Fire Fighter Fatality Investigation
And Prevention Program

Fatality Assessment and Control Evaluation
Investigative Report #~2002-36

Volunteer Fire Fighter Dies After Being Run Over by Brush Truck During Grass Fire Attack - Texas

standard operating procedures (SOPs), witness
statements, the State fire marshal’ sreport, traffic
report, and themedical examiner’sreport.

Thevolunteer firedepartment has20 ectivefirefighters
and servesapopulation of approximately 4,000in
anareaof about 8.5 squaremiles. The 28-year-old
victim had been avolunteer firefighter for 15 years,
having served thefire servicein some capacity since
becoming ajunior firefighter in histeens. Duringthe
2monthshewaswith thisdepartment he compl eted
onetraining classwhichwasfor ladder usage. The
department did not have arecord of hisprevioudy
completed formal training. Thereareno minimum
State requirementsfor certification of volunteer fire
fighters.

Road/Weather Conditions

Theincident occurred onarura asphalt road without
ashoulder. Theroadisapproximately 18 feet wide
with no center line and aposted speed limit of 55
milesper hour. According tothe National Weather
Servicereport ontheday of theincident, thewegather
wasclear and sunny, thetemperaturewas 95 degrees,
and the wind was blowing 22-25 miles per hour
southeast to northwest.

Equipment
Thebrushtruck isa1974 diesal 5-ton converted 6-

wheel drive military cargo truck with manual
transmission and adrum braking system. Thetruck
hasasguare 900-gallonwater tank with four baffles
andisequipped with pipingtoashort hoseline. The
tank, manufactured in 2000, was 95-100%full. The
overdl vehiclelengthis 257 inches, vehiclewidthis
96 inches, and thewheel baseis85inches.

Theworking platformwashbuilt by thefiredepartment
onto thefront bumper of the brush truck and extended
out approximately 36 inches. The platform had an
open frame that extended up to the cab and then
downthesdesof thebumper. Thelower front portion

of the frame was mesh wire, which extended 39
inches from the top of the bumper to the cross
member. Therest of theframewasopen allowing
uninhibited accessfrom either side (Photo 1).

INVESTIGATION
On August 8, 2002, at 1617 hours, the volunteer
fire department was dispatched to a confirmed
residential grassfire. Between the hoursof 1626
and 1634 hours, thefollowing personnel arrivedin
thisorder:
Assgtant Chief inaprivately owned vehicle
Lieutenant andfirefighter inanengine
Twofirefightersinanengine
Victimand driver inthebrushtruck

TheAssistant Fire Chief wasfirst on the scene at
1626 hours and assumed incident command (I1C).
ThelC cadled for traffic control and sized up the
areaof fireoriginontheresidential property. The
fire was noted to have started in a pasture near a
manure pile between the State road and the rural
road (Diagram). Thefirewas spread approximately
300 feet long and was burning near thefenceline,
threatening to crosstherural road.

Crewswith thetwo engineswere attacking thefire
from the State road on the south side where smoke
had become thick and was blowing across the
roadway, diminishing visibility. The deputy sheriff
arrived on the scenefor traffic control at the west
end of therural road (Diagram). Traffic control for
theeast end wasenroute at thetime of theincident.
Thebrushtruck madeapassat thefirewithacharged
hose linefrom west to east and then turned north,
making aU-turn acrosstheroadway, presumably to
makeancther passto extinguishthefirenear thefence
line. A witness stated that he saw thedriver of the
brush truck reachtheend of thefirelineand makea
U-turn across the roadway where the truck came
almost to a halt. A pickup truck traveling in the
westbound lane at approximately 30-40 milesper
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hour (according to thetraffic report) passed through
the heavy smoketoward the brush truck, skidded
56 feet, and impacted theright front tire of thetruck
(Diagram). Note: According to the state fire
marshal’s report, the driver of the brush truck
was not wearing a seat belt, and upon impact,
was thrown across the interior, losing control of
the vehicle. The impact caused the victim to be
g ected fromthework platformtotheground directly
infront of therotating front | eft tireof thebrush truck.

CAUSE OF DEATH

According to the death certificate, the cause of desth
was* craniofacial crushinjuriesduetoafall from
moving vehiclewith asecondary run-over.”

RECOMMENDATIONS/DISCUSSION
Recommendation #1: Fire departments should
ensurethat firefightersattack abrush firefrom
a safe place on the apparatusor walk alongside
the moving apparatus.t234

Discussion: Inthiscase, thevictimwasholding a
charged hosdlineand attacking thefirefrom thefront-
bumper-mounted working platform on the brush
truck. Therewas a39-inch metal guardrail open-
sided at both ends. The platform was mounted on
the front bumper, which iswhere the victim was
working while the brush truck was moving.
Accordingtothelnternationa Fire Service Training
Association (IFSTA), therearetwo proper methods
for makingamovingfireattack: “ Thefirst methodis
to havefirefightersuse ashort section of hose and
wa k adongsidethe apparatusand extinguishthefire
asthey go.” The NFPA 1500 Sandard for the
Fire Department Occupational Safety and Health
Programconcurswiththisrecommendation. Further,
thisstandard strongly recommendsthat “twofire
fighters, eechwith ahosdline, walk ahead and beside
of thevehicle spath, both firefightersonthesame
sideof theuninvolved terrain. Thisalowsthefire

fightersto operatein an unhurried manner, with a
clear view of fire conditionsand the success of the
extinguishment.”

Thesecond | FSTA recommendationisto usenozzles
that areremotely controlled from theinside of the
cab. Thepracticeof firefightersriding ontheoutsde
of vehicles and fighting wildland fires from
unprotected positionsisnot recommended by NFPA
Standards.

Recommendation #2: Fire departments should
ensure that adequate traffic control isin place
before turning their attention to the
emergency.*®’

Discussion: Thelncident Commander sized up the
grassfireareaand caled for traffic control for both
the east and west entrancesto therural road. The
deputy sheriff wasblocking thewest entrance, and
traffic control wasen routeto the east entrancewhen
theincident occurred. AccordingtoDunn, “Whena
fire company arrives on the scene of a roadway
emergency and thereareno policeat hand to control
traffic, firefightersthemsa vesshouldfirst control the
oncoming vehicdesbeforesafdy turning ther attention
totheemergency. Itisrecommended that warning
signal devicessuch asflares, flags, road blocks, or
road signsbe placed at aminimum of 350 feet from
theincident scene (further distance may berequired
taking into account lineof sight, visibility, road and
weether conditions) and positioned sothey arevisble
tooncomingtrafficfor at least 350 feet beyond that.
Thisplacement alowsthedriver aminimum of 700
feetinwhichtostopavehicle.

Recommendation #3: Fire departments should
enforce Standard Operating Procedures that
require operatorsof fire apparatusto wear seat
belts (restraints) whenever operating the
vehicle.2®
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Hrefightersmakemany lifeand deeth decisonsduring
atour of duty, and oneof themogt importantissngpping
on a seat belt after climbing aboard an emergency
goparausthatiscaledtorespond. Asstated in NFPA
1500, “ All personsridinginor onfireservicevehicles
should be seated in approved riding positionsand
should be secured to the vehicle by seat belts
whenever thevehideisinmotion. Ridingontall seps,
running boards, side steps, or in any other exposed
position should be prohibited.” Thefiredepartment
inthisincident did haveawritten safety policy onthe
useof seat beltsat thetime of theincident; however,
no enforcement policy wasutilized. The department
also hasan SOP that specifiesthat members obey
al trafficlawswhileresponding to any call. Texas
hasamandatory seat belt [aw.
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INVESTIGATOR INFORMATION
Thisincident wasinvestigated by Robert E. Koedam,
Chief of the Trauma Investigations Section, and
Carolyn Gugliedmo, Safety and Occupationd Hedlth
Specidig, Divison of Safety Research, Surveillance
and Field Investigations Branch, NIOSH.



N~

@’ M Fatality Assessment and Control Evaluation
Fire Fighter Fatality Investigation I nveSti gative Report #F2002_36

‘ And Prevention Program

Volunteer Fire Fighter Dies After Being Run Over by Brush Truck During Grass Fire Attack - Texas

Photo 1. Front view of the front-bumper mounted platform
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Diagram. Aerial view of brush truck incident scene
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